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Abstract 

The goal of a Consensus in clinical practice is to provide daily practitioners with evidence- based recommendations 
on data from the literature, clinical expertise and expectations of professionals and patients. In this context, a consen-
sus aligns with the principles of evidence-based medicine in clinical practice and is consequently regarded as a sci-
entific work of a certain level of evidence (LOE). It is expected that such a project may contribute to filling the gap 
observed between scientific evidence and reality of the daily practice.

A Clinical Consensus is particularly needed for those topics that are of interest to daily practice but controversial due 
to lack of evidence, and for which expert agreement can provide valuable support in reaching conclusions.

A Consensus requires a strict methodology, based on two principles: an iterative process with independence 
of the involved groups and pluralism (geographical and professional representation). These processes guarantee 
the scientific quality of the recommendations.

Among the various consensus modalities, ESSKA has adopted the Formal Consensus derived from the Delphi method, 
and the RAND/UCLA appropriateness method. These two methods are complementary. The first one, based on ques-
tions-answers sets, is particularly suitable for questions of terminology, diagnosis, planning, strategy. The second one 
is based on the concept of scenarios, particularly adapted to treatment indications. These two methods can also be 
used within the same consensus.

The aim of this article is to define what is a consensus initiative, to detail the methodology ESSKA has chosen, 
and to point out the key role of the dissemination.
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Why should a consensus be proposed
Since the 1990s clinical research has been based on the 
concept of Evidence Based Medicine (EBM) [11, 19], aim-
ing to establish scientific “certainties” from studies with a 
strong methodology and thus transmit recommendations 
that can be used by all in a broader healthcare commu-
nity. As Sackett et  al. [19] stated, EBM integrates “indi-
vidual clinical expertise with the best available external 
clinical evidence from “systematic research” and the “com-
passionate use of individual patients’ predicaments, rights 
and preferences. By individual clinical expertise, we mean 
the proficiency and judgment that individual clinicians 
acquire through clinical experience and practice.”. EBM is 
thus a complex concept that is often wrongly perceived 
as exclusive to scientific studies, focusing solely on the 
level of evidence for each study. In particular academic 
research is often performed in a manner which does not 
reflect the daily clinical practice but rather an ideal in 
order to standardise inclusion criteria as much as pos-
sible and is, therefore, not EBM. Academic studies are 
indeed a part of EBM, which is why they are referred to 
as ‘scientific evidence’ rather than ‘clinical evidence,’ as 
argued here.

It is mainly in the field of medicine (e.g. oncology, car-
diology, …) where high-level scientific evidence studies, 
especially blinded randomised trials, are performed. It is 
much more difficult in Orthopaedics and Sports Medi-
cine to design proper randomised studies which provide 
robust answers for our daily practice. Judgment criteria 
are often functional and subjective, therefore difficult to 
define with precision, despite the common use of patient 
reported outcome measures (PROMs) which attempt to 
objectively quantify these criteria. A surgical intervention 
is a package of care that starts at the referral and finishes 
when the patient is discharged. It therefore has many 
variables. The patient, the surgical team and hospital unit 
contribute also to the variability [18].

Moreover, translating scientific evidence into surgical 
practice is a long process [10] which explains the frequent 
existence of a significant gap between scientific evidence 
and the reality of daily practice [18, 20]. Many reasons 

can explain this distortion: the  surgeons’ practices and 
preferences, the societal pressure, the medico-economic 
healthcare system specific to each country, … and prob-
ably a certain distrust with regards to the data of science.

But it is essential that the daily actions are based on 
solid reasoning shared by the community, both surgeons 
and scientists. This is the goal of a Consensus, whose aim 
is to produce good practice recommendations. Good 
practice recommendations are defined in the healthcare 
sector as “methodically developed proposals to assist the 
practitioner and the patient to find the most appropriate 
care in given clinical circumstances” [12].

The production of a consensus is based on a strong 
demand from public authorities or the public or private 
healthcare systems around the concept of proper deci-
sion-making in choice of care with its consequences in 
terms of public health and health economics. A consen-
sus can therefore be produced not only by a public health 
organisation, but also by a scientific society. Scientific 
societies are becoming more professional. Their role now 
goes far beyond the transmission of knowledge through 
academic publications or oral presentations; the produc-
tion of consensus proceeds from this extension of the sci-
entific societies’ role. In this light, the European Society 
for Sports Traumatology, Knee Surgery and Arthroscopy 
(ESSKA) decided in 2014 to promote such projects, fol-
lowing a specific methodology, named formal consensus 
[20]. ESSKA has aimed to give its members and others 
objective recommendations which are easy to understand 
and of help for surgeons to treat their patients better in 
“real life”.

Five ESSKA Formal Consensus documents have already 
been delivered (Table 1).

The aim of this article is to define what a consensus ini-
tiative is, to detail the methodology ESSKA has chosen, 
and to point out the key role of the dissemination.

What a consensus is and what it is not!
What a consensus is not
A consensus is not a systematic review of the literature, 
nor a meta-analysis.

Table 1 The five already delivered ESSKA consensuses http:// www. esska. org/ page/ proje cts

Year Title KSSTA publication

2016 Surgical management of degenerative meniscus lesions Published [2]

2018 Management of traumatic meniscus tears Published [17]

2022 Management of anterior cruciate ligament revision in adults Published [21, 22]
One other Submitted

2022 The use of injectable Orthobiologics for knee osteoarthritis: a formal ESSKA consensus. Part 
1—Blood-derived Products (PRP

Submitted

2022 Osteotomy around the painful degenerative varus knee Submitted

http://www.esska.org/page/projects
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Systematic reviews or meta-analyses aim to aggregate 
the current content of the scientific knowledge on a given 
subject. They follow strict rules which provide a high 
level of scientific evidence. This kind of academic studies 
are extremely important.

However, some systematic reviews or meta-analyses 
are simply unavailable or not feasible due to the lack 
of primary data. Moreover, even if the findings from 
these studies may be strongly positive, two points may 
limit their scope and may explain why their conclusions 
are frequently not immediately adopted in the general 
community:

• Selection bias of the population studied may weaken 
the external validity of the conclusions [20]

• Important questions for daily practice may not have 
been covered by the scientific literature.

What is a consensus?
Coming back to the definition of evidence-based medi-
cine, the consensus is the appropriate process to inte-
grate the three pillars: “science”, “clinical expertise” and 
“patients’ expectations”. The target population of such 
an initiative is represented by the various stakehold-
ers in the healthcare system (professionals, patients, 
decision-makers).

“The Consensus methods are defined as a way to 
synthesize information and compare contradic-
tory opinions, with the aim of defining the degree 
of agreement within a group of selected individu-
als.”[12]

This alchemy is essential to embed the target popula-
tion in the conclusions of the Consensus. However, in 
this process the large variety of cultural aspects linked 
to the geography, history, medical, and economic sys-
tem of each country should be taken into account. When 
a Consensus is set up at a continental level like Europe, 
this point is of paramount importance. A surgeon from 
northern Europe does not necessarily address concerns 
in the same way as a surgeon from southern Europe. The 
truth is not on one side or the other and an important 
process of mutual understanding and agreement is essen-
tial to achieve the project.

Moreover, a consensus must follow precise methodo-
logical rules to guarantee the greatest possible “objectiv-
ity”. Introducing expert opinion in the process of scientific 
production may be seen as a weakness. However, consen-
sus is definitely not a meeting of experts around a table 
on a given day, who produce recommendations (that 
would be simply an expert opinion). To reach the status 
of a Consensus, a strong methodology must be applied 

which addresses this criticism and diminishes the biases 
as much as possible. The key factors are such as plural-
ism of the involved people with the concept of agree-
ment around contradictory opinions, iterative processes 
involving independent groups and representativeness. 
The independence between the different groups avoids a 
single group being judge and jury.

In 2020, six years after the ESSKA formal consensus 
launch and in order to address the scientific cultural link 
and the methodology, ESSKA decided to create a posi-
tion of ESSKA consensus projects advisor whose role 
was to standardise the methodology among the differ-
ent consensuses, assist the chairpersons in organisation 
and methodological processes and facilitate the link with 
the ESSKA board. This person is of course not involved 
in the scientific content and may be thus seen as a neu-
tral contributor who guarantees as much as possible the 
“objectivity” of the process, regardless of the topic.

Following this methodology, a Consensus can be defi-
nitely considered as a level 1 scientific work [9] (Fig. 1).

But consensus is not an imposed truth. In no case does 
it imposes itself neither in space outside its defined geo-
graphical framework, nor in time (recommendations of 
one day may be superseded in the future).

When is a consensus recommended ?
Not all topics are suitable for a consensus.

A subject which already has a large, well documented, 
high scientific evidence does not need a supplementary 
consensus. Moreover consensuses are not intended to 
describe the entire management of a health condition or 
disease. They should be limited to controversial points 
for improvement in management, identified using stud-
ies of clinical practice or, in the absence of such studies, 
using the opinions and experience of healthcare experts 
in the subject. Topics such as management of First Patello 
Femoral Dislocation, or First Anterior Shoulder Disloca-
tion or Groin Pain, which will be finalised soon, do match 
these criteria.

The choice of the subject and the exact definition of 
the framework are thus a very important preliminary 
step. This is achieved within ESSKA by asking the sec-
tions, committees, or working groups to make proposals. 
They are then discussed among the ESSKA board mem-
bers and a final list, taking into account the pertinence 
of the subject and the feasibility, is finally decided on the 
strength of the proposal.

The methodology of a consensus
General principles
A consensus requires.
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• Simple, practical questions, corresponding to every-
day expectations

• A rigorous methodology based on iteration and on 
the concept of agreement

• A rigorous literature review
• A geographical representativeness at all levels of the 

process. The geographic representation allows the 
cultural mix mentioned above. Moreover, it facili-
tates the dissemination of information among the 
different countries at the end of the process. ESSKA 
decided to involve in the process all the affiliated 
national societies

• A professional representation: different specialties 
depending on the subject, different scientific levels 
from the “scientist” to the “daily practitioner” must be 
involved.

The main consensus models
The consensus method is usually based on an iterative 
process which allows for several rounds within differ-
ent independent groups of experts to gradually reach an 
agreement and propose recommendations. Four consen-
sus methods are traditionally described [3, 16]: Delphi 
[4], nominal group [5], RAND / UCLA Appropriateness 
method [8], consensus conference [15].

The Delphi method is the most frequently used. Its 
name is derived from the oracle of Delphi known for her 
prophecies delivered under divine possession by Apollo. 
As already above mentioned, the method assumes 
that group judgements are more valid than individual 

judgements. Experts answer questions in two or more 
rounds. After each round, a  facilitator  summarises 
answers and reasoning from previous round. Experts are 
then asked to revise earlier answers in light of replies of 
other experts, until the answers converge and consen-
sus is reached. But this theoretically valuable method 
has not always been undertaken properly and has intrin-
sic limitations, when used at an international level, of 
disagreement or misunderstanding due to inconsistent 
terminology; the “Babel” syndrome of intercultural and 
multilingual collaboration.

The following paragraphs describe the ESSKA For-
mal Consensus process [13] derived from the Delphi 
Method and incorporating a stronger methodology, and 
the RAND / UCLA method [8], based on the scenarios 
appropriateness. Both these methods have been adopted 
by ESSKA.

The ESSKA formal consensus method
The Formal Consensus method was proposed by the High 
Authority of Health (HAS – Haute Autorité de Santé) in 
France. It is derived from the Delphi method and the fol-
lowing comments are directly inspired by documents 
produced by HAS [12, 13]. Its purpose is to formalise the 
degree of agreement among experts by identifying and 
selecting, through iterative ratings with feedback, the 
points on which experts agree and the points on which 
they disagree or are undecided. The guidelines are subse-
quently based on agreement points.

The recommendations must be concise, based on 
the formal agreement of experts and, according to the 

Fig. 1 Evidence based medicine pyramid showing clinical practice guidelines as level 1. Reprint from Forrest J and Miller S [9]
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literature available, with the levels of evidence identi-
fied, unambiguous, and clearly respond to the questions 
raised.

The groups
Chairpersons, Steering groups, Rating Groups, and Peer 
Review groups are all involved in the process. The two 
chairpersons define the subject in conjunction with the 
ESSKA board. The consensus advisor checks the feasi-
bility and defines with the chairpersons the framework 
of the Consensus (inclusion and exclusion criteria). The 
chairpersons propose the list of the steering group, the 
rating group and the peer review group in conjunction 
with ESSKA.

Steering group (10 to 12 persons) The Steering Group 
includes professionals having expertise in the field and 
the skills to manage a group with potential diverging 
interests. It is initially divided into two subgroups, the 
Question Group, and the Literature Group which should 
work independently at the beginning of the process (see 
below). Authority, impartiality, moderation, and ability to 
synthesize are the required qualities.

The missions of the steering group are to:

• Propose a list of questions
• Perform a critical analysis of the available literature
• Propose question–answer sets (recommendations or 

statements) to the rating group
• Organise the rating rounds among the rating group
• Draft the version of recommendations submitted to 

the peer review group
• Finalise the text

Rating group (20 persons) The rating group is made of 
persons who are directly involved with the clinical sub-
ject in their daily practice. The group should be multidis-
ciplinary  when needed and geographically well distrib-
uted. Members of the rating group cannot be included in 
the Steering Group or the Peer Review Group, to guaran-
tee the complete independence of these groups.

The mission is to review the first draft in a two-round 
process.

Peer review group (50 persons) The peer review group 
gives a formal opinion on the content and form of the 
version after the rating rounds, in particular its geograph-
ical applicability, and readability. Members of this group 
cannot be members of the Steering or Rating Groups. 
Involving representatives of ESSKA’s affiliated national 
societies is the proper way of setting up this group and 
facilitates further dissemination of the consensus.

The process
There are five phases (Fig. 2).

Phase 1. Question list and literature search (Steer-
ing group) This phase is undertaken by the Steering 
Group following the input of the Question and Literature 
Review Groups.

The list of questions proposed by the question group 
must correspond to the expectations of the daily practi-
tioners and not necessarily to the content of the litera-
ture. This is followed by the literature search done by 
the Literature Group which establishes the search strat-
egy and produces literature summaries according to the 
list of questions. Statements for each question are then 

Fig. 2 Algorithm of the ESSKA formal consensus process



Page 6 of 10Beaufils et al. Journal of Experimental Orthopaedics          (2023) 10:101 

proposed by the question group and validated by the 
whole steering group. For each question–answer set, a 
grade of recommendation is provided:

• Grade A: high level of scientific support
• Grade B: scientific presumption
• Grade C: low level of scientific support
• Grade D: expert opinion

Phase 2. Rating phase (Rating Group) [14] This phase is 
carried out by the rating group. In this phase, the state-
ments on which members of the rating group agree and 
those on which they disagree or are undecided, are iden-
tified by means of a score conducted in two rounds with 
an interim feedback meeting. For each question–answer 
set, it is possible to assign a score from 1 to 9 together 
with a box for comments by the raters:

• Totally inappropriate (or unacceptable) …0.1
• Intermediate levels ……… ……… ………2–8
• Totally appropriate……… ……… ………..9

This process is conducted in two rounds. In the first 
round, each proposed statement is valued by summing 
the rater values and defined as appropriate, uncertain, 
or inappropriate by the following criteria:

• Appropriate: median value ≥ 7 and the scores are 
all ≥ 5

• Uncertain: median value 4 to 6.5
• Inappropriate: median value ≤ 3.5 and the scores 

are all ≤ 5

An intermediate meeting of the steering group can 
decide to include or not the comments of the raters in 
the statements, especially those which did not reach 
a strong agreement. Statements for which there is a 
strong agreement are accepted as they are.

In the second round, the remaining modified ques-
tion–answer sets are discussed according to the same 
rules. A final combined steering-rating groups meeting 
is organised in order to reach a final consensus.

Phase 3. Drafting the final consensus document The 
chairpersons of the Steering Group draft the final con-
sensus document to be validated by the Steering Group 
and submitted to the Peer Review Group.

This draft should include:

• An introduction defining the topic with inclusion and 
exclusion criteria, reminding the current knowledge 
and/or lack of knowledge, providing some definitions 
if necessary, and providing the methodology with the 
list of names of the different groups

• A list of question–answer sets. Each question–
answer set is written as follows:

– Question
– Statement
– Grade of recommendation
– Literature summary with the level of scientific evi-

dence
– Reference list

Phase 4. Peer review The document is sent to the mem-
bers of this group for checking geographical adaptability 
and readability.

Phase 5. Finalisation The final version (long text with 
all the questions-answers, literature summaries and ref-
erence list) and a summary of the consensus are drawn 
up. The validated versions of these two documents are 
disseminated.

RAND/UCLA appropriateness method
The ‘RAND/UCLA Appropriateness Method” (RAM) 
was developed by RAND and UCLA in the 1980s [8]. It 
has been further developed and refined in North Amer-
ica and in Europe. Several RAND-UCLA consensuses in 
the field of musculoskeletal diseases have already been 
published [1, 7, 22]. The aim of this type of consensus 
is to develop patient-specific recommendations about 
the appropriateness of a specific procedure for different 
clinical scenarios by combining the best available scien-
tific evidence with the collective judgement of a panel of 
experts.

Basic steps
A detailed literature review is performed by a core 
panel to synthesise the best available scientific evi-
dence on the procedure to be rated (for example carti-
lage treatment [7], meniscal lesion treatment [1], ACL 
revision [22], and PRP injections). At the same time, 
the core panel produces a list of specific clinical sce-
narios or “indications” in the form of a matrix which 
categorises patients who might apply for the proce-
dure in question in terms of their characteristics e.g. 
symptoms, past medical history, results of relevant 
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diagnostic tests, specific pathological features, and 
expectations. These indications are grouped into “chap-
ters” based on the primary presenting aspect char-
acterising the patient being referred for treatment or 
considered for a particular procedure (Fig. 3).

The Rating Group comprising a panel of experts is 
identified. The literature review and the list of indica-
tions, together with a list of definitions for all terms 
used in the indications list, are sent to the members 
of this panel. For each indication, the panel members 
rate the appropriateness of the procedure on a scale of 
1 to 9, where 1 means that the expected harms greatly 
outweigh the expected benefits, and 9 means that the 

expected benefits greatly outweigh the expected harms. 
A median rating of 5 can mean either that the harms 
and benefits are about equal or that the rater cannot 
make the judgement for the patient described in the 
indication.

The panelists rate each of the indications twice, in a 
two-round process. In the first round, the ratings are 
made individually at home, with no interaction among 
panelists. In the second round, the panel members 
meet for 1–2 days under the leadership of a moderator 
who is experienced in using the method. Each panelist 
receives an individualised document showing the dis-
tribution of the experts’ first round ratings; together 

Fig. 3 Example of Rand scenarios (ACL Revision ESSKA consensus). Clinical scenarios for the age range 18–35. Reprint from Management 
of anterior cruciate ligament revision in adults: the 2022 ESSKA consensus part III-indications for different clinical scenarios using the RAND/UCLA 
appropriateness method [22]. M: Median value, DIS: Disagreement, A: Appropriate, U: Uncertain, I: Inappropriate, + : Without disagreement, -: With 
disagreement, Green: Appropriate scenarios, Yellow: Uncertain scenarios, Red: inappropriate scenarios
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with their own specific ratings. During the meeting 
panelists discuss the ratings, focusing on areas of disa-
greement, and are given the opportunity to modify the 
original indications and/or definitions, if desired. After 
discussing each chapter in the list of indications, they 
re-rate each indication individually. No attempt is made 
to force the panel to a consensus. Instead, the two-
round process is designed to sort out whether discrep-
ant ratings are due to real disagreement over the use 
of the procedure (“real” disagreement) or to fatigue or 
misunderstanding (“artifactual” disagreement).

Finally, each indication is classified as “appropriate,” 
“uncertain” or “inappropriate” for the procedure under 
review in accordance with the panelists’ median score 
and the level of disagreement among the panelists 
(Fig. 4):

• Appropriate ……………7 to 9
• Uncertain ……………..4 to 6
• Inappropriate …………1 to 3

RAND method versus “Formal Consensus” method
These two methods are not mutually exclusive but 
complementary. They are both based on a comprehen-
sive literature review and clinical expertise. They both 
rely on an agreement evaluation provided by an expert 
panel in a two round process.

Both methods can be used in the same Consensus 
[1, 21, 22], RAND being preferred for the”Indications 
of procedures” sections and Q&A Formal Consensus 

Model for other sections such as terminology, diagno-
sis, planning, and strategy.

Dissemination
Dissemination is an essential step. It allows practitioners 
and the public to adopt the recommendations generated 
by consensus. All possible media should be used.

Documents
Several documents are usually produced:

• Long consensus document. This is reported on the 
Society website which should be considered as a sci-
entific reference [6].

• Short document. After a short introduction explain-
ing the objectives, it includes all the Q&As with their 
grade of recommendation or scenarios and their 
appropriateness level. The list of bibliographic refer-
ences is also provided.

• Flyers in congresses, papers in ESSKA news.
• Reports at congresses and conferences of scientific 

societies, ESSKA of course, but also any other con-
gress or scientific society wishing to disseminate 
information. It is essential that these presentations 
are stamped ESSKA (with copyright) and that the 
speakers, members of the steering group, abide by 
this rule.

• Scientific publications. ESSKA consensuses are pub-
lished in ESSKA journals and must follow the guide-
lines of a scientific article. They follow the standard 
peer review process of the journal. But insofar as the 
recommendations of the consensus cannot be the 

Fig. 4 Graphic representation of the overall RAM consensus results on the appropriateness of ACLRevision in adults. Reprint from Management 
of anterior cruciate ligament revision in adults: the 2022 ESSKA consensus part III-indications for different clinical scenarios using the RAND/UCLA 
appropriateness method [22]. Green: Appropriate; Yellow: Uncertain; Red: Inappropriate, INST: instability symptoms
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subject of requests for modifications by the review-
ers (by definition, they cannot be modified), it is 
very important that the editorial board is associated 
upstream in the consensus building process. Finally, 
the article(s) is (are) best published as Open Access. 
This promotes accessibility by readers and allows 
reprints in different languages   in other scientific jour-
nals.

Dissemination among surgeons
ESSKA has a pre-eminent role (website, ESSKA news, 
ESSKA journals, ESSKA academy,  congress, etc.) but 
national affiliated scientific societies must also be widely 
sought to contribute. Hence the interest in taking from the 
peer review group members of national affiliated societies. 
The information is better disseminated through them. It 
will be facilitated by the fact representatives of the affiliated 
national societies are involved in the peer review process. It 
is imperative that this distribution be made under ESSKA 
copyright conditions.

Miscellaneous
Dissemination should be also considered in other medical 
specialties, other European or International Orthopaedic 
or Sports Medicine Societies, patients associations, pub-
lic and healthcare authorities at both National and Euro-
pean and level.

Conclusion
By developing the production of clinical practice con-
sensus, ESSKA wishes to provide its members and, more 
generally, the orthopaedic community with clear and 
reasoned answers on topics that meet the concerns of 
daily practice in the hope that the adoption of thoughtful 
practices that scientific evidence alone does not always 
achieve. Five ESSKA Consensuses have already been pro-
duced. Five others are in the process of finalization at the 
time of this publication. In response to strong demand 
from surgeons and other healthcare professionals, from 
patients and healthcare authorities, as a result of this ini-
tiative, this format will develop even more in the future. 
It is important to consider the limitations of this exercise 
which represents a picture of the best possible practice 
recommendations at a given moment in time. These rec-
ommendations will evolve over time due to changes in 
response to scientific advances, policy changes, resource 
constraints, and innovations, regular planned reviews 
will be required with a revised version developed as 
necessary.
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